Conclusion-The findings are discussed against the overall concept of sexual health. Primary colposcopy facilitates empowerment of the patient and her partner through the opportunity for demonstration and explanation of disease processes and options for management. Experience and expertise gathered in six years of primary colposcopy confirm the value of primary colposcopy not only in improved diagnosis and management but also in teaching, audit and research.
of primary colposcopy in the genitourinary medicine setting by comparing the cervical cytology and punch biopsy results for women identified as having an abnormal cervical transformation zone. Method-A retrospective audit of six years' findings in primary colposcopy was carried out. The punch biopsy findings of 1338 women were compared with their last cervical cytology results. A small sample of biopsies were subjected to in situ hybridisation for human papilloma virus types 6, 11, 16, Conclusion-The findings are discussed against the overall concept of sexual health. Primary colposcopy facilitates empowerment of the patient and her partner through the opportunity for demonstration and explanation of disease processes and options for management. Experience and expertise gathered in six years of primary colposcopy confirm the value of primary colposcopy not only in improved diagnosis and management but also in teaching, audit and research.
Introduction
The basic premise of cervical screening is that changes identified on Papanicolaou smear can be defined on colposcopic examination and categorised either by punch, cone' or loop diathermy biopsy. Many recent papers have questioned the correlation between these three diagnostic processes.2 The vast majority of studies acknowledge that as yet we do not know the natural progression of cervical intraepithelial neoplagia (CIN),3 although it is widely accepted that CIN Ill will progress to invasive disease in some one-third of untreated cases. 4 The difficulty with cervical screening is that we are trying to put dynamic biological systems into categories and it is not always easy to do so as CIN is a spectrum of disease with overlapping areas.
In The ethos and ambience of the clinic is considered important in primary colposcopy. Prospective pilot studies, together with patient satisfaction questionnaires confirm that the investigation is not only acceptable, but it also improves the doctor-patient relationship, patient understanding and, of particular interest, decreases the fail-to-attend rate. 8 The basic clinical suite which is reproduced five times to make the total clinic, is that of a discrete doctor/patient/partner consulting area, a female examination room, each of which has a colposcope and video unit en suite and a male examination room immediately adjacent. The design is intended to promote the attendance and management of couples as well as individuals. There is no segregation of sexes within the different sub-waiting environments.
The increased availability of colposcopy during [1981] [1982] [1983] [1984] [1985] Applying the National Co-ordinating Network current clinical management Guide- There was a final small review of the primary colposcopy/CIN cases by a member of our Histopathology Department using in situ hybridisation techniques to look at HPV and CMV.14 The aim of the project was to investigate the hypothesis that the presence of HPV in the female genital tract increases the risk of acquisition of other sexually transmitted diseases by looking at CMV, and to evaluate the independent association of each virus with CIN. This study involved 24 biopsies from genitourinary patients being probed for HPV6, 11, 16, 18 and CMV using a standard non-isotopic in situ hybridisation protocol.
The CMV probe was used somewhat reluctantly as an Epstein Barr virus (EBV) probe was not available commercially. The original hypothesis was that EBV causes changes similar to koilocytosis in oral hairy leucoplakia'5 and also that more than one pathogen is commonly identified in genitourinary medicine.
Seventy-five CIN biopsies from the genitourinary primary colposcopy study were reread "blind". Twenty-four cases were selected at random; these were all studied with in situ hybridisation. They included all grades of CIN and all had histological evidence of HPV.
Eight negative controls were also studied; these were cervical biopsies from eight female patients with no evidence of CIN or HPV change. None of the viruses under investigation was identified in the control group.
Of the 24 CINs with viral change, eight (33%) were positive for HPV6, five (21%) were positive for HPV1 1, six (25%) were positive for HPV1 6 (perhaps the most interesting group for it may well be that this is the real risk area to be identified), and none for HPV18 or CMV. None were positive for more than two types of HPV and in each case where more than one type of HPV was present, only one type gave a signal in any one cell. There were two biopsy specimens showing a positive signal to viral Type 6 and 1 1 and one interesting specimen showing both the low risk HPV1 1 signal and high risk HPV16 signal'4 (table 3) .
Although we expected to see positive signals in cells that were not koilocytosed, this was not found in this study. This may be due to the sample being taken from women with an abnormal cervical transformation zone and not from women in earlier stages of disease.
When these results were tabulated it appeared quite convincing that viral types 6 and 11 were associated with low grade lesions and type 16 was associated with higher grade Table 3 Results of in situ hybridisation using probes for HPVtypes 6, 11, 16, 18 The six year audit of primary colposcopy has also led to the following observations regarding benefits to patients, benefits to the community and additional value in teaching and research.
The procedure benefits both patient and partner where there is increased speed, accuracy and understanding of the diagnosis. There is empowerment of the patient through explanation and involvement in the decision making. The process has reinforced counselling and health education. Our patients have reported to us that it reduces fear and embarrassment, and decreases stigmatisation and humiliation. We have a "no secrets" approach which again, our patients tell us they value.
All of these enhance the patient-doctor relationship, as do those values of primary colposcopy which are based on the clinician or carer. These include early detection of CIN and increased understanding of the limits of the range of investigations available. Psychological studies to date reporting very high degrees of stress immediately before colposcopy appear to all be based on this separation of opportunistic or routine cervical cytology examination from the process of colposcopy at a later date.
We have had to expand laterally our concepts of cervical health and disease experience. We have increased the discrimination in diagnosis of multiple concomitant cervical disease and we have decreased the fail-toattend follow-up rate in both prospective studies showing statistical significance8 and in patient satisfaction questionnaires. Possibly this is through provision of the "one-stop" specialist service.
We believe there are community benefits. There is an increased awareness and understanding within our community that cervical health is one part of sexual health. There is an increased uptake of cervical screening services and the well-informed community contributes to counselling.
General The process facilitates research which may no longer always be cytologically led. All clinical, epidemiological, microbial and cellular biological areas of research and audit can be considered. Prospective studies looking at the inter-relationships between these groups are now in progress.
Finally a major contribution is one of quality control. We are left with the opinion that the availability of primary colposcopy increases the quality of cytology and histology and acts as a quality measure for the colposcopists themselves.
